Background: As key determinants of many favorable health and quality of life outcomes, it is important to identify factors associated with mobility and social participation. Although several investigations have been carried out on mobility, social participation and neighborhood environment, there is no clear integration of these results. This paper presents a scoping study protocol that aims to provide a comprehensive understanding of how the physical and social neighborhood environment is associated with or influences mobility and social participation in older adults. Methods: The rigorous methodological framework for scoping studies is used to synthesize and disseminate current knowledge on the associations or influence of the neighborhood environment on mobility and social participation in aging. Nine databases from public health and other fields are searched with 51 predetermined keywords. Using content analysis, all data are exhaustively analyzed, organized, and synthesized independently by two research assistants. Discussion: A comprehensive synthesis of empirical studies provides decision-makers, clinicians and researchers with current knowledge and best practices regarding neighborhood environments with a view to enhancing mobility and social participation. Such a synthesis represents an original contribution and can ultimately support decisions and development of innovative interventions and clear guidelines for the creation of age-supportive environments. Improvements in public health and clinical interventions might be the new innovation needed to foster health and quality of life for aging population. Finally, the aspects of the associations or influence of the neighborhood environment on mobility and social participation not covered by previous research are identified. Conclusions: Among factors that impact mobility and social participation, the neighborhood environment is important since interventions targeting it may have a greater impact on an individual's mobility and social participation than those targeting individual factors. Although investigations from various domains have been carried out on this topic, no clear integration of these results is available yet.
INTRODUCTION
What current knowledge needs comprehensive synthesis to inform decision-makers, managers, professionals, and researchers? One example to increase health and quality of life in older adults.
Aging: One of the most important challenges needing innovative interventions to improve the health and quality of life of the population
In industrialized countries, older adults make up a sizeable proportion of the population. Furthermore, between 2000 and 2050, the proportion of the world's population over 60 years will double from about 11% to 22%.
[1] By 2050, the world will have almost 400 million people aged 80 years or older. Many people aged 65 and older suffer from chronic diseases such as arthritis and rheumatism (47.3%), hypertension (42.8%), heart disease (19.8%) or diabetes (13.5%), and almost half (42%) have disabilities. [2] Since they have significant consequences for individuals, communities, and social and health services, these demographic challenges represent one of the most important factors influencing our society. Fortunately, chronic diseases and disabilities can be prevented or their onset delayed by public health (e.g., urban planning) and clinical (e.g., rehabilitation) interventions. Nevertheless, both prevention and delay necessitate innovative interventions and human and financial resources. Despite the challenge of the increasing prevalence of chronic disease and disability, industrialized countries have imposed major financial restrictions, limiting public health and clinical interventions. [3] Consequently, the health and quality of life of older adults is a major concern for decision-makers, clinicians and researchers concerned with the older population. Innovative interventions on major modifiable health determinants are thus needed. [4] Mobility and social participation: Major modifiable determinants of older adults' health As one of the key dimensions of successful aging, [5] social participation has been found to be a determinant of many favorable health and quality of life outcomes. [6] Mortality [7] and morbidity [8] have been shown to be associated with limited social participation. Consequently, and as an outcome amenable to change, [9] it is important to identify the factors influencing social participation as a basis for informing and improving public health and clinical interventions. In this study and based on the work done by, [10] social participation has been defined as a person's involvement in social activities that provide social interactions within his/her community or society. Depending on the main goal of these social activities, involvement of the individual with others can be presented in a range of six proximal to distal levels (taxonomy). This taxonomy might be useful in pinpointing the focus of future investigations and clarifying dimensions specific to social participation. [10] Social participation is conceptualized by the Human Development Model -Disability Creation Process model as resulting from the interaction between personal and environmental factors (Figure 1 ; Fougeyrollas, 2010) . Identified as protecting against cognitive decline among community-dwelling older persons, [11] social participation is done primarily for the person's own sake and cannot be delegated to a third party without losing benefits. [12] From a population perspective, older helpers and volunteers are a resource for their families, communities and economies in supportive and enabling living environments. [13] Social participation has been shown to be closely related to mobility in the community [14] and home, [15] and to decline as a result of the "normal" aging process. [16, 17] Social participation can be optimized by public health [18] and clinical [19] interventions. Disability and environmental factors are among the most important determinants of social participation because greater disability and lack of neighborhood resources can restrict social participation [20] and decrease the likelihood of independent living. [21] In fact, disability, defined as any disturbance resulting from an impairment in the capacity to perform a physical or mental activity considered normal for a human being, [22] has been found to be one of the most powerful determinants of social participation. [23] [24] [25] [26] [27] [28] [29] [30] [31] [32] [33] As an intrinsic dimension of the person, mobility disability is common among older adults. [34, 35] For example, in Canada, more than 1.1 million people [36] and approximately half of people aged 65 and older have restricted mobility. [2, 4] According to, [4] "Mobility is broadly defined as the ability to move oneself (e.g., by walking, using assistive devices, or taking transportation) within community environments that expand from one's home, to the neighborhood, and to regions beyond." It can thus be qualified in relation to life-space, from home to community. As a critical element of older adults' health, diminished mobility has been associated with a sedentary lifestyle, [37] [38] [39] [40] obesity, [37, 40, 41] physical disability, [21, [42] [43] [44] lower quality-of-life, [42, 45, 46] premature mortality, [47] [48] [49] and increased health care costs. [50, 51] It has been shown that older adults with access to private or public transportation participate more frequently in social activities. Community mobility using transportation, especially active or public transportation, is favorable to older adults' health. [52] Indeed, such sustainable modes of transportation simultaneously encourage physical activity and reduce local traffic-related air pollution, both known to be associated with cardiovascular and other chronic diseases. [53] In addition to individual factors such as health problems that affect muscle strength and balance, some environmental challenges such as constraints that involve physical loading and postural transitions (e.g., sloping terrain or stairs) can specifically influence mobility. [54, 55] As for social participation, although empirical evidence exists, a clear understanding of how environmental factors are associated with or influence mobility in older adults is nevertheless needed.
Optimizing the neighborhood environment:
One promising intervention strategy to enhance mobility and social participation in aging Environmental factors are important [56] since interventions targeting them may have a greater impact on individual and population mobility and social participation than those targeting individual factors, [57] including disability. The environment is defined by the physical and social characteristics in which people live.
[58] Among the characteristics of the environment, neighborhood living conditions are important for health and well-being, especially for older adults.
Compared to adults in the workforce, older adults are more place-bound, [59, 60] that is, spend more time each day in their neighborhood and stay longer in the same residential environment. [2, 61] In this study and based on, [62] neighborhood environment includes, but is not restricted to: Built environment, that is, characteristics of the physical context including aspects of urban design (e.g., presence of sidewalks), traffic density and speed, distance to and design of venues for physical activity such as walking (e.g., parks and access to services), aesthetics, crime and safety. Since mobility is also influenced by social aspects of the environment, [4] that is, support and associations, attitude, services, systems and policies, it is necessary to consider the neighborhood environment and not only the built environment. In comparison to the current population of older adults, future generations of older adults will likely have a better expectancy of years in good health [2] and as a result, a larger proportion will have the potential for higher levels of mobility and social participation. This further emphasizes the need for future interventions to improve neighborhood living conditions to enhance mobility and social participation in this population.
In an effort to shape active aging as a lifelong process, the World Health Organization challenged not only neighborhoods but also cities to become more age-friendly in order to take advantage of the potential that older people represent for humanity. [13] An age-friendly city encourages active aging by optimizing opportunities for health, participation and security in order to enhance quality of life as people age. To encourage mobility and social participation, an age-friendly city adapts its structures and services to be accessible to and inclusive of older people with varying needs and capacities. [13] Eight issues and concerns have been voiced by older people as characteristics of an age-friendly city: (1) Outdoor spaces and buildings; (2) transportation; (3) housing; (4) social participation; (5) respect and social inclusion; (6) civic participation and employment; (7) communication and information; and (8) community support and health services. Taking these issues into consideration, and in accordance with the theoretical perspective of, [61] neighborhood facilitators (i.e., helpful environmental factors, such as flexibility, environmental prostheses, resource availability, engagement opportunities, and social support) can support personal capabilities such as mobility, which can in turn enable greater social participation. [57, 61] In contrast, environmental obstacles (e.g., physical barriers, inaccessibility of services and amenities, social stress, and resource inadequacy) can challenge and exceed personal capabilities, thereby limiting social participation. Indeed, support from the social environment [61, 63] and accessibility in the physical neighborhood environment [61, [64] [65] [66] [67] are seen as imperatives for helping individuals with disabilities living in the community. [61, 68, 69] According to empirical studies, neighborhood characteristics such as living in close proximity to services [70, 71] have been shown to be important in performing activities to meet daily needs, including access to food shopping, health services, public transportation, banking and social clubs. Most individual behaviors, e.g., walking to the grocery store versus taking the car, are influenced by the neighborhood environment. Moreover, local resources may have an impact on initiating and maintaining social links with community members. [71] The closing of nearby services has been shown to be worrisome, [71] especially for women considering the prospect of not being able to drive or concerned about declines in mobility. [70] For someone with diminished physical endurance, walking distance or perceived walking distance between the home and neighborhood resources may be critical. Previous research in sociology showed that older adults living in resource affluent areas were less likely to have low levels of social functioning, independently of individual demographic and socioeconomic characteristics. [72] Individuals' perceptions of the area as neighborly and having good facilities were also independently associated with a higher likelihood of social activities [72] and well-being. [73] The presence of local resources may affect the likelihood of initiating and maintaining social ties with members of the community. [74] For instance, older people living in an environment with a lot of resources have a higher level of social participation independently of individual demographic and socioeconomic characteristics. A neighborhood perceived as friendly and well-appointed has also been reported to be associated independently with an increased likelihood of participation in social activities. [75] Walking distance, weather conditions, terrain characteristics, external physical loads, demands on attention, and traffic levels can all influence community mobility [42, [76] [77] [78] and social participation. [79] Finally, architectural (e.g., porches) and neighborhood design features can promote interaction among individuals in a neighborhood. [80] Although studies from various domains have been done on mobility, social participation and neighborhood environments, no clear integration of these results is available yet.
Integrated knowledge of empirical studies of the neighborhood environment and its influences on mobility and social participation: What is missing from the literature
Despite widespread acceptance of the importance of the neighborhood environment for mobility and social participation, a rigorous and comprehensive portrait integrating the results of the studies done is still lacking. Two ecological models of health [ Figure 2 ], [40, 81] including multiple aspects such as the neighborhood environment, have been developed recently to reduce communication difficulties and stimulate collaboration across disciplines (e.g., public health, rehabilitation, and gerontology). Moreover, recent advances have been made in the conceptualization (theoretical organization of a concept) of mobility [4] and social participation, [10] and the operationalization (measurement) of the environment. [82] Such efforts are required to allow optimal comprehension of research results, [83] especially given the interesting, diverse and large number of studies (results reported above and others) and recent theoretical advances. It is thus timely, innovative and essential to carry out a comprehensive synthesis of the existing literature in order to gain fundamental knowledge and better understand how neighborhood is associated with or influences mobility and social participation. [73] Mobility, social par ticipation, and the neighborhood environment: The knowledge that needs to be integrated by decision-makers and researchers to improve the health of older adults
The main objective of this paper was to present a scoping study protocol that aims to provide a comprehensive understanding of how the physical and social neighborhood environment is associated with or influences mobility and social participation in older adults. Such a synthesis of the research is needed to inform decision-makers, clinicians, and researchers about current knowledge and best practices regarding how the neighborhood environment enhances mobility and social participation. This synthesis represents an original contribution and ultimately supports decisions and the development of innovative interventions and clear guidelines. For example, environmental accessibility or barrier guidelines and community-based interventions could provide ways to increase facilitators and reduce obstacles within the neighborhood environment, resulting in improved mobility and social participation by older adults. Such improvements in public health and clinical interventions might be the new innovation needed to foster health and quality of life for aging population.
HOW TO CONDUCT A SCOPING STUDY (METHODS): DESCRIPTION OF HOW THE PROJECT ON THE NEIGHBOURHOOD ENVIRONMENT IS CARRIED OUT AS AN EXAMPLE
To synthesize and disseminate current knowledge on the associations or influence of the neighborhood environment on mobility and social participation in aging, the methodological framework for scoping studies is used. [84] [85] [86] [87] Scoping studies are specifically designed to "…identify gaps in the evidence base where no research has been conducted" and to "…summarize and disseminate research findings (p. 21)." [84] Epistemological and ontological assumptions underlying the methodology of scoping studies are situated in between positivist and naturalist methodological traditions. Indeed, the scoping methodology follows rigorous steps and a systematic process of study selection. It also considers both quantitative and qualitative research, and involves summarizing the results of studies without specifically pooling the data or evaluating the quality of the studies. By conducting scoping studies, researchers can generate original results and endeavor to implement the evidence-based knowledge. In the present project, partnership with decision-makers and knowledge-users enables the synthesis of current evidence regarding the neighborhood environment, mobility, and social participation. This is a relatively novel field of expertise where, to our knowledge and probably due to challenges in diversity and concepts, a full synthesis of the literature does not exist. The partnership in the current project fosters not only fast and effective knowledge translation, but also the development of innovative interventions and guidelines on the neighborhood environment, mobility and social participation. As a scoping study is a rigorous literature review that synthesizes and disseminates current knowledge, evaluation by an ethics committee was not required.
The framework for the scoping study [84] [85] [86] [87] includes seven stages [ Table 1 ] that involve specific tasks currently in process, clearly outlined (as proposed in the present project) and under the responsibility of each of the research team members. Moreover, a guide on the collaboration between researchers and knowledge-users in health research is used to optimize this multidisciplinary partnership. [88] 
Identifying the research questions (Stage 1)
Based on a comprehensive approach, maximizing the pertinence and probability of knowledge translation, the research questions were determined by the research team (experts, knowledge-users and research assistants). Specifically, the research questions emerged from the two team leaders: The principal researcher and the principal knowledge-user, and were refined through discussion with the team. To optimally map current knowledge on the associations or influence of the neighborhood environment on mobility and social participation in aging population, the research questions are broad and based on the Human Development Model -Disability Creation Process [89] and the theoretical framework for population health and environment, [81] as well as clear definitions of all related concepts. [85] Three questions are specifically addressed: • What are the social and physical aspects of the neighborhood environment which have been shown to be associated with or influence mobility and social participation in older adults? • How is the neighborhood environment associated with or how does it influence mobility and social participation in older adults?
• Which aspects of the neighborhood environment have not been covered by previous research on mobility and social participation in older adults?
Identifying relevant studies (Stage 2)
Considering the multidisciplinary nature of the research questions outlined above, the strategy of the present scoping study is designed for the active participation of all team members: Experts, knowledge-users, researchers, and information scientists from different fields [ Table 1 ]. An electronic search is first conducted by one specially trained research assistant supervised by the principal researcher and information scientist. The selected databases and specific related keywords [ 
Selecting the studies (Stage 3)
A systematic team approach is used to properly select the studies. [85] First, studies are screened for eligibility by title and, when available, by abstract, by two research assistants who duplicate the screening [ Table 1 ]. The research assistants are specifically trained and supervised by the principal researcher and information scientist. All studies that comprehensively inform about the associations or influence of the neighborhood environment on mobility and social participation are retained. The selection of relevant literature is restricted, ‡ To properly include all categories of keywords, the search strategy was more complex than presented here and is available upon request to the corresponding author.
though not exclusively (retained if it also presents results specific to adults), to papers on older adults. Extended search strategies include other studies found with a manual search of bibliographies, health-related Websites (e.g., health and social services department, agencies and institutions) and journals of interest (e.g., Health and Place, Annual Review of Public Health and BMC Public Health). Relevant studies proposed by the team members and selected experts in the field of public health, rehabilitation, and gerontology are also included. Studies are excluded if they: (1) Focus on narrow concepts (e.g., only on participation in a seniors' center or volunteering or home mobility, nursing home, gait, fear, migration, rehabilitation, physical functions, car settings, physical activity other than walk, daily activity, voluntary) or broader ones (e.g., exclusively on sociocultural, economic or policy aspects of the environment), (2) report expert opinions or conference proceedings (often not providing sufficient information), or (3) study specific population (e.g., people with diabetes or visual problems). To discuss and resolve any ambiguity concerning study selection, the research assistants meet regularly with the principal researcher once a week. To ensure the clinical and managerial relevance of the study selection, team meetings with all team members are also held at the beginning (first group meeting) and in the middle (second group meeting) of this process. Final selection of all studies to be included is made in agreement with the two research assistants. Any disagreements are submitted to a third person on the team (principal knowledge-user). To ensure transparency and reproducibility of the process, [85] a flow chart of the systematic literature search following PRISMA-guidelines [90] is carried out and methodological choices are documented.
Charting the data (Stage 4)
From a preliminary reading, all selected studies are first categorized into two groups describing the neighborhood's associations or influence on: (1) Mobility, or (2) social participation. To characterize the selected studies based on association or influence of the neighborhood on mobility (Group 1) or social participation (Group 2), contextual data (template in Appendix 1) are first collected according to the year of publication; country of origin; type of study (e.g., research paper); type of study design (if applicable); sampling method (random, purposeful, convenience, not reported); characteristics of participants (age, gender, etc.); characteristics and operationalization (objective measures, subjective measures or both) of neighborhood; operationalization (self-reported measures, observed measures or both) of mobility; conceptualization and operationalization (objective measures, subjective measures) of social participation; and setting (rural, urban or both). Main quantitative or qualitative findings of the selected studies, that is, the data that are analyzed in the current study, are also summarized (template in Appendix 2) according to how the neighborhood environment is associated with or influences (i.e., significantly positively Emerging categories for each group are then identified and lead to the collective development of the data charting form by the research team (templates in Appendices 1 and 2 and Table 1) . Following this approach, it is possible for similar factors examined in different studies to be classified under the same category (e.g., density of neighborhood and proximity to neighborhood resources). Specifically, the development of the charting form is led by both the principal researcher and principal knowledge-user with the collaboration of the rest of the team. Considering the iterative nature of scoping studies, the data charting form evolved with the data collating process. [85] Finally, data are independently extracted and categorized by the two research assistants. Validation of the process, including the data charting form and its relevance to the research questions, is provided by a team discussion [ Table 1 ] involving experts and knowledge-users after the first ten selected studies, and subsequently as required.
Collating, summarizing, and reporting results (Stage 5)
Three stages are followed to collate, summarize, and report the results: (a) Analyzing the data; (b) reporting results; and (c) applying meaning to the results. [85] Analyzing the data Contextual data are first analyzed through descriptive statistics (means and standard deviations or frequencies and percentages according to number and type of variable, continuous or categorical, respectively). Using content analysis performed independently by the two research assistants, [91] data from previous studies are exhaustively analyzed, organized, and synthesized according to the three research questions. Analyses are also discussed, and one-third are co-coded by the principal researcher or principal knowledge-user. More specifically, within each research question, initial categories are grouped by meaning, synthesized, and then classified into coherent, consistent, relevant, clearly defined and productive themes. [91] Such qualitative methods of analysis of the documents ensure credibility and strength of the results. [85] 
Reporting results
The principal researcher and research assistants report current analyzed data numerically with graphics, tables and figures. Narrative data are synthesized into relevant themes. Each theme is: (1) Reported to illustrate associations or influence of the neighborhood environment, and (2) contrasted to show similarities and differences relating to mobility and social participation. The best approach for optimal reporting of the results of the study is adapted for various target audiences (researchers, decision-makers, and clinicians; Figure 3 ).
Applying meaning to results
Through discussion with content experts and knowledge-users (third group meeting), implications of the results are challenged and when possible, broadened to include aspects of public health, rehabilitation and gerontology. As their contribution provides direct relevance and feasibility input, the implications provided by the knowledge-users are essential, which supports their significant involvement in the current and following stages of the project [ Table 1 ]. Recommendations consider clinical as well as population and municipal implications.
Consulting (Stage 6)
Inherently part of the research project, knowledge-users ensure clinical relevance of the results and a process congruent with an integrated approach to knowledge translation. As mentioned, and specifically to optimize the methodology of the research project and to guide data collection and analysis, group meetings are conducted twice in Stage 3 and once in Stage 5 [ Table 3 ]. Furthermore, the involvement of researchers and collaborators from different fields (public health, rehabilitation, and gerontology) ensure complementary and multidisciplinary visions of the project. Group meetings allow the findings to be discussed and validated. This collaborative process involves preliminary findings from Stage 5 (in the form of a framework, themes, or list of findings). Based on these results, knowledge-users have the opportunity to support their decisions and interventions based on the evidence and offer a higher level of meaning, content expertise, and perspective to the preliminary findings. This stage is also considered the beginning of knowledge transfer (dissemination strategies).
Dissemination of results (Stage 7)
Congruent with an integrated knowledge translation process, various dissemination strategies targeting a wide audience (researchers and knowledge-users including both decision-makers and clinicians) are used [ Table 3 ].
DISCUSSION
First the feasibility, then the potential outcomes of this project will be addressed. Finally, the strengths and limitations will be discussed.
How to demonstrate that the project is feasible: An example of specification from one research team on the neighborhood environment
The feasibility of this scoping study is first assured by the quality and experience of the research team. Researchers and collaborators have been selected strategically, based on their expertise and the qualities required to successfully complete this scoping study. Team members include researchers from health sciences (n = 2), knowledge-users from 5 different types of institutions (Public Health Department, Health and Social Services Agency, Quebec Urban Planners Association, Sherbrooke Transit Authority and Sherbrooke Healthy City), two collaborators specializing in scoping studies, and one information scientist. From a methodological perspective, two team members have already completed or participated in a total of eight scoping studies. Furthermore, the strong multidisciplinary approach ensures optimal realization and dissemination of the results of the present scoping study. Specific contributions from researchers and collaborators to major decisions regarding coordination, study selection and analysis of results [ Table 1 ] also facilitate successful involvement of the team members. In addition, the present scoping study has been designed with specific objectives that can be attained within the grant timeline and funding. Researchers and team members have already agreed to divide the work efficiently into stages (study identification and selection, data charting and analysis, dissemination of results), facilitating completion of the overall scoping study. In short, the research team possesses all of the expertise needed to carry out this scoping study, as well as to ensure clinical pertinence and exhaustive dissemination of results to primary knowledge-users. As all members have agreed to contribute sufficient time to move this project forward, innovative, and significant outcomes are expected.
What outcomes are expected from this project?
Results obtained from this scoping study will provide a greater understanding of how the neighborhood environment is associated with or influences mobility and social participation in older adults. [40] Knowledge generated by the present project will first be useful in providing decision-makers, clinicians, and researchers with current knowledge and best practices regarding how the neighborhood environment is associated with or influences mobility and social participation. Indeed, since the results will help them choose or develop clear guidelines and innovative interventions to increase neighborhood facilitators and reduce environmental obstacles with a view to improving mobility and social participation among older adults, the results will also have policy implications. Identifying aspects of the neighborhood environment that are associated with or influence population health/well-being as well as health behaviors (e.g., use of active or public transportation) will help to promote community-driven development [92] or active living in older adults, which is one of the goals of our knowledge-users. For example, knowledge-users and decision-makers in the municipality use the results of the scoping study to support projects or make decisions about financial investments in urban planning and public safety (modifications to the neighborhood environment that encourage mobility and social participation). Finally, by being part of the overall current scoping study, the decision-makers and knowledge-users will also better understand the scientific validity of scoping studies and be more inclined to use this new knowledge as a guide for decision-making. A better interpretation and greater use of research findings to solve neighborhood problems (e.g., lack of accessibility of recreation facilities or few opportunities for community integration) and address key mobility and social participation issues (e.g., review public transit or intervene to reduce ageism) will thus be encouraged. [93] Moreover, such collaboration also fosters changes in the way researchers think and clinicians act, and how society uses knowledge. Health professionals (occupational/physical therapists, doctors, kinesiologists, etc.) who aim to foster their clients' mobility and social participation also benefit from the knowledge generated by the present scoping study. Undergraduate, graduate, and postgraduate education in various disciplines could be adapted to help clinicians understand the associations or influence of neighborhood environments on mobility and social participation. Such an integration of knowledge through education and across a variety of disciplines could foster interprofessional collaboration, which supports interventions in a context of complexity. [94] Researchers will also benefit from the knowledge and collaboration generated by the scoping study that help to identify areas where insufficient evidence exists on the associations or influence of the neighborhood environment on mobility and social participation. Initiation of collaboration with primary knowledge-users (decision-makers and clinicians) and co-researchers from multiple disciplines (health sciences, public health, and urban planning) through the present project will lead to the development and implementation of a high-quality novel research program on the associations or influence of the neighborhood environment on mobility and social participation. The original knowledge that will be generated from this scoping study will lead to the development of an instrument or practice guidelines to optimize positive influences of the neighborhood environment on mobility and social participation. Moreover, the present scoping study represents the first stage of a research program that uses the same teams (experts, collaborators and knowledge-users) that have already worked together. The emerging team developed a research program to: (1) Identify key age-and gender-specific neighborhood environment determinants of mobility and social participation, controlling for individual factors such as tobacco use, body composition (obesity, nutrition) and energy expenditure (physical exercise); (2) develop health-related analytical geomatic tools (interactive atlas) that monitor these relevant neighborhood environmental features from extended continuous recordings; and (3) develop efficient knowledge transfer protocols for clinicians and decision-makers in the form of better clinical toolkits (scales or portable devices) for assessing the impact of intervention strategies on mobility and social participation. This innovative research program will eventually lead to the development of specific intervention strategies, including more comprehensive legislation and policies that can prevent mobility and social participation inequalities by optimizing neighborhood environment issues. Such innovations will ultimately help to improve health and quality of life in the population in general and especially in the older population.
Strengths and limitations
As mentioned, this study uses the rigorous methodological framework for scoping studies, [84] [85] [86] [87] including the comprehensive retrieval of studies on the neighborhood environment, mobility and social participation, in numerous multidisciplinary databases. In addition, results from quantitative studies are completed and extended by results from qualitative studies, [95] which help to understand how the neighborhood environment influences mobility and social participation. Although the particular epistemological and ontological assumptions underlying the methodology (positivist, interpretive, postmodern, etc.) of scoping studies have not been identified, they are situated in between positivist and naturalist methodological traditions. Enriched by the close collaboration of knowledge-users from different fields (public health, urban planning, transportation planning, rehabilitation and gerontology) in a variety of institutions (health agencies, public transit authorities and municipalities), the results provide an accurate and up-to-date synthesis of the literature on how the neighborhood environment is associated with or influences mobility and social participation in older adults. Through the synergy of an exceptional research team, exhaustive dissemination of the results to knowledge-users is also easier to attain. As mentioned, a guide on the collaboration between researchers and knowledge-users in health research is used to optimize the multidisciplinary partnership. [88] Moreover, the aspects that have not been covered by previous research on the influence of the neighborhood environment on mobility and social participation are identified to inform future interdisciplinary research. However, as in other scoping studies, [84] the current project does not systematically combine empirical results of previous studies or provide a detailed appraisal of the quality of the evidence. Furthermore, as textbooks are not systematically included, information available in some textbooks may be missed. The impact of this should nonetheless be minimal since textbooks are generally not a primary source of empirical results. Although carefully reviewed, retrieval of studies on the neighborhood environment, mobility and social participation is challenging as associated key words are numerous and some of them (e.g., walk) might generate many irrelevant results. Finally, definitions and measures of neighborhood environment, mobility, and social participation differ greatly among studies, which increases the complexity of the synthesis of the literature.
CONCLUSIONS
As they influence health and are amenable to change, mobility and social participation are key targets of public health and clinical interventions. Among factors that impact mobility and social participation, the neighborhood environment is important since interventions targeting it may have a greater impact on an individual's mobility and social participation than those targeting individual factors. Although investigations from various domains have been carried out on this topic, no clear integration of these results is available yet. The main objective of this scoping study is to provide a comprehensive understanding regarding how the neighborhood environment is associated with or influences mobility and social participation in older adults. A comprehensive synthesis of studies provides decision-makers, clinicians, and researchers with current knowledge and best practices concerning the neighborhood environment with a view to enhancing mobility and social participation. Such a synthesis represents an original contribution and ultimately supports decisions and the development of innovative interventions and clear guidelines for the creation of age-supportive environments. Considering neighborhood facilitators and obstacles, improvements in public health and clinical interventions might thus be the new innovation needed to foster health and quality of life for aging population. Finally, the aspects of the association of the neighborhood environment with mobility and social participation that have not been covered by previous research will be identified and lead future investigations.
